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F 281} 483.20(k)(3)(i} SERVICES PROVIDED MEET F281| On 5/22/11 throm hoguards were 5122/2011
$8=D: PROFESSIONAL STANDARDS obtained and placed on the

The services provided or arranged by the faility regldent while in bed as ordered,
must meet professional standards of quality. This treatment was added to the
treatme;nt record (TAR). The
Physician was notified of delay in

Th‘is REQUIREMENT is not met as evidenced putting thromb oguards in place.

by:
Based on medical record review, observation, .
and interview, the facility failed to appiy device to Medical record reviews were 5/30/2011
prevent blood clots as order by the physician to conducted on 100% of residents
one (#5) of nine residents reviewed, to ensure all residents with
The findings included: treatment orders including
thromboguards had received
Resident #5 was admitted to the facilil'y on MSY them arid were in use accordjng

18, 2011, with diagnoses including Upper
Gastrointestinal Bleed, Hypovolemia, and Anemia
(Iron Deficiency and Blood Loss).

to the physician orders,

Nursing staff will be reeducated | 6/15/2011
Medical Record review of the admitting orders regarding following physician
dated May 18, 2011, revealed an order for |

"Thromboguard and a hand written order for orders and the process for

“Thigh High while in bed" (Thromboguards are ordering thromboguards.
intermitient compression devices applied to the

legs to prevent blood CIO[S.) 30 med|ca| records will be ONGOING
Observation on May 22, 2011, at 10:00 a.m., 1:20 auditad per ”"'(‘j’.””‘l - '.“""”thf fo
p.m., and at 3:10 p.m., revealed resident #5 lying ensure all medical equipment is
fiat in bed in no acute distress. Observation ordered appropriately and being
revealed the Thromboguard device was not in the used per physician orders. Then
eaRenl Q. 30 medical records will be
interview in the resident room on May 22, 2011, audited guarte_rly X 3 quarters.

at 3:10 p.m., with the nurse assigned the care of The ﬁnd!ngs will be presented to
resident #6 (Registared Nurse RN #1) verifled the the Quality Improvement

devices were not in the room and thus not applied committee monthly then quarterly
to the resident.

by Director of Nursing,

{X6) DATE

iy DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
=

GIAUGYA, _,_Qlharpshoi

Steri ! ing providing it is determined fhat
Any deficlency stalement ending with an e5teriok (*) denotes a deficiency which the instilution may be axcused from correcling p ng
cther safeguards provide sufficient protection to the patiants, {See Instructions.) Except for nursing homes, tha findings staled above are disclosable led:}:is
foliowing the date of survey whether or not a plan of correction ks provided, For nursing homes, the abova findings and plans of correction are 1Isdoat? sd
days following the date these docomants are mads available to the facility. If deficiencles are ciled, an approved plan of corractlon Is raquisie to continue
program padicipation,
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Interview with the Nurse Manager on May 24,
2011, at 8:10 a.m., in the conference room,
confirmed the faciiity failed to apply the device as
ordered,

F 514 | 483.76(1)(1) RES
8S=D | RECORDS-COMPLETE/AGCURATE/ACCESSIB
LE

The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission scresning conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidanced
by:

Based on medical record review, review of facility
policy, and intarview, the facllity failed to ensure
the admission orders were dated and timed by
the physician for two (#4 and #5) of nine records
reviewed. ,

The findings included;

Resident #4 was admitted to the facility on May
13, 2011, with diagnoses including Lowar
Gastrointestinal Bleed, and Dementia with
Delirium. ’

F814|  Attending physicians for resident | 6/30/2011
#4 and #5 will be sent a letter
regarding the policy on dating_ 4/ i/
and timing of the orders./Also
all physicians will be reeducated
to the policy HIM.MR.010
“Physician Orders Transcription®
regarding orders being dated
and timed through the Friday
Fax which is a newsletter for
physicians

The case manager will review all ONGOING
admission orders and if not 9
dated and timed then admission | -
orders v?.'ill not be accepted and
the attending physician will be
contacted.

30 random medical records will | ONGOING
be audit:ed to ensure that the
admission orders are dated and
timed as per policy. Then 30
medical records will be audited
quarterly x 3 quarters. The
findings will be presented to the
Quality Improvement committee

monthly then quarterly by
Director of Nursing.
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Madical record review of the facility's standing
Admission Orders and Progress Notes revealed
at the bottom of each sheet is written "Physician
Signature, Date, and Time" each followed bya
line to be completed by the prescribing physician.
Medical Record review revealed the admission
orders for resident #4 were not dated or timed by
the physician.

Resident #5 was admitted to the factlity on May
18, 2011, with diagnoses including Upper
Gastrolntesiinal Bleed, Hypovolemia, and Anemia
(fron Deficiency and Blood Loss).

Medical Record review revealed the admission
orders for resident #5 were not dated or timed by
the physician.

Review of the facility poficy number HIM.MR.010
liled Physician Orders Transcription revealed,
"Diagnostic and therapeutic orders shall be
written legibly In ink or typewritten and shall be
dated, timed, and slgned.”

Interview with the Director of the facility at the
nurses' station on May 22, 2011, confirmed the
facility failed to ensure the medical records were
coipleted by the physicians.
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